November 8: The wound, an extensive one, commencing 2 in. above the pinna and extending to the clavicle, is dressed daily by plugging with cyanide gauze saturated in a " soap emulsion" which has cleansed the cavity in a remarkable manner. Dr. Dundas Grant first brought the solution to my notice. The formula is as follows: Potash soap, 5i; soda soap, 5i; olive oil, 5i; distilled water to Oi. A mixture (liq. ammon. fort. l v in water) is administered every two hours. Ammonia, in addition to its stimulating properties, reduces liability to thrombosis by its action on the blood.
DISCUSSION. The PRESIDENT said it was not often cases were reported in which pus had reached the neck through the jugular foramen from a posterior extradural abscess. He had only had one case of his own of the kind and he had not seen another reported.
Mr. WEST said the case was a remarkable one and Dr. Davis was to be congratulated on the happy issue. But he wished to raise the legitimacy of the term "cerebellar" as applied to such cases. They were not cerebellar abscesses, but abscesses in the cerebellar fossa. "Posterior fossa" abscess, or "cerebellar" fossa abscess, was a better term.
Dr. DAVIS, in reply, agreed that the better term was "abscess in the posterior fossa," but the term "extradural abscess" alone might mean an abscess anywhere. The vein was tied low down, at the level of the clavicle, because the clot extended as far as that, and, though the vein 'vas thrombosed where the ligature was applied, the clot could not have been a septic one. A large vein tracking down the neck in the direction of the internal jugular was ligatured, being at first mistaken for the latter owing to its size and position. It probably was a communicating anterior jugular, or one of the distended inferior thyroid veins. On the following day the wound would be closed in the neck.
[ Operation: Left radical nmastoid performed, with drainage of extradural parasinous abscess. The antrum and a few cells in its outer wall contained granulations and offensive pus. The malleus and incus and tympanic membrane had been destroyed by the disease. A track of soft bone led backwards from the antrum into the posterior cranial fossa, where an extradural collection of pus along the inesial wall of the lateral sinus was found (streptococci were discovered in films of this pus, together with Gram-negative bacilli; well-spread-out cultures yielded only coliform bacilli). The adjacent sinus wall was covered with plastic lymph, but the rest of the sinus was normal and the contents fluctuated freely. The overhanging bone was cut away to the limits of the extradural abscess. Panse's plastic operation adopted. Cavity packed lightly with gauze, and wound closed with drainage at lower end. A mass of adenoids, which had caused trouble during anesthesia, was removed with curette.
Subsequent course: September 10-All went well until this day, when the temperature rose to 103'20 F.; pulse-rate from 100 to 144; slight sore throat, but nothing definite discovered. September 11-Morning temperature fell, but evening temperature rose with rigor to 1030 F.; pulse-rate 144. Tenderness noticed in cervical glands left side below angle of jaw; vomited once; cough began; also pain in left side of chest; respirations rose to 42 per minute. September 12-Early morning temperature fell to 100°F., but soon rose to 1020 F.
Chest: A patch of dullness was discovered on the left side, with breathsounds weakened and friction rale.
Second operation (September 12, 5 p.m.): Ligature of left internal jugular vein. Exposure and drainage of left lateral sinus. The vein was tied at the level of the common facial, above the junction with which it was found to be collapsed. The wound in the neck was closed by suture. The mastoid wound was reopened and the lateral sinus fully exposed. This was now found to be more thickly coated with lyinph, and no longer yielded to pressure. The upper limit of a thrombus was soon reached, and a partly disintegrating adherent clot was removed from the sigmoid sinus with curette. The wound was loosely packed with gauze, and dry dressed in the usual way. An exploratory puncture of the chest was made, but no free fluid withdrawn.
Subsequent course: The temperature and pulse-rate fell next day with corresponding decrease in respiratory frequency, and the child made an uninterrupted recovery. A month later Mr. West kindly closed the cranial wound by secondary plastic suture.
Comments: The following points of interest are raised: (1) The necessity for continued caution in prognosis during convalescence after mastoid operation when intracranial suppuration exists; (2) the importance of suspecting sinus infection early, when under similar circumstances signs of sepsis arise; (3) the value of exposing the jugular vein before exploring the cranium, thus confirming the diagnosis of throinbosis; (4) as regards the infection, the discovery of streptococci in the films, masking of streptococci in culture by coliform bacilli, and the probability of the former being responsible for the systemic infection; (5) the lung seems able to deal with early metastatic foci when the primary source of infection has been controlled; (6) the routine removal of adenoids during the first operation on the ear.
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DISCUSSION.
Mr. MARRIAGE said it was of distinct interest that the lateral sinus did not become involved until ten days after the operation. He had not had a case exactly similar, but he had had a case of acute mastoid disease necessitating operation, in which symptoms of cerebellar abscess developed after the mastoid had completely healed and the discharge from the meatus had stopped. The first symptom did not appear until six weeks after the original operation for the acute mastoid condition. In that case he thought it better not to interfere again with the mastoid, but trephined over the cerebellar area, and passing his finger between the dura and the cerebellum he felt a hard lump in the upper and anterior part of the cerebellum, and on inserting a trocar into this, pus poured out. It was interesting because there was an abscess round the lateral sinus at the time of the first operation, and the sinus wall was granulating; but as the sinus pulsated freely and there was no sign of thrombosis inside, he left it alone, and the mastoid wound healed up completely. There was no direct infection through bone to the cerebellum, as, although he removed no bone from the mastoid process at the second operation, the wound healed up perfectly.
The boy had had no more trouble from his ear, and for two years had been quite well.
Dr. DAVIS, commenting on the remark "the routine removal of adenoids during the first operation on the ear," said that when he read the case he thought the long' complication was attributable to the removal of the adenoids. At one time in nearly every case, if the child had adenoids, they were curetted after the bone operation was completed, but on three occasions somewhat disastrous results had occurred in his experience. In one case pleurisy developed, and in another tracheotomy had to be done, as the child stopped breathing. Another child had acute otitis in the opposite ear, which had to be relieved by incision of the drum. Therefore, on the whole, he now preferred to leave the adenoids to be removed subsequently.
Dr. W. MILLIGAN asked Mr. Scott whether it was not possible that in this case there might have been a mural thrombus, and what his experience was of pulsation in the sinus in cases where a mural thrombus was present. He also wished to know whether the infection was streptococcal and whether there was evidence of trouble in the neighbourhood of the sinus; also whether it was not a good plan to puncture the sinus with a hypodermic needle and to examine the blood.
Mr. WAGGETT said it would be valuable to have information concerning the diagnosis of mural thrombosis. It was very difficult to diagnose this condition. Tests from the blood-stream did not seem to be satisfactory. He recently had a case, in a woman, in which the sinus appeared healthy. She had rigors and a temperature until he opened her apparently healthy sinus, the mastoid having previously been operated upon. From that moment she had no more temperature. There was evidently a small mural thrombus which had escaped detection.
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Scott: Case of Retrocerebellar Abscess Mr. WEST, dealing with the question of the removal of adenoids in such cases, said it was still his habit to remove adenoids at the time of the mastoid operation or of Schwartze's operation if they were present. He had had good results, but he might have been undeservedly lucky. In any large series of adenoid operations there would be cases of acute otitis media sooner or later. He failed to see why a septic throat should produce pleurisy, except as a matter of general sepsis. It was a serious point to submit a patient to a second anaesthetic when it was possible to avoid it. In the case of the Schwartze's operation the removal of a mass of adenoids at the time hastened the cessation of the discharge from the middle ear.
Dr. WATSON WILLIAMS said that when there was reason to believe that the symptoms were due to streptococcal infection, it was desirable to give a considerable dose of antistreptococcic serum, as that tended to prevent general infection from the operation; and if in such conditions, before adenoids were removed at the same time, these prophylactic-injections were given a few hours before the operation, it would lessen the tendency to systemic infection through the nasopharyngeal wound.
Mr. SCOTT, in reply, said that for five years he had removed the adenoids as a routine procedure after completing the operation on the ear, even in acute cases, particularly when they caused obstructing symptoms during general anasthesia, and certainly thought the patients recovered all the better because this was done. He thought Dr. Davis's remarks were important. With regard to mural thrombosis, if one had to resort to puncture of the sinus for the diagnosis we should have to do this in every case in which we found pus on the sinus wall. He preferred, however, to make the diagnosis by observing the general signs of infection, the condition of the patient, leucocyte count, bacteriological examination of the blood, and state of the temperature and pulse. It would be difficult to depend upon puncture for the diagnosis, for he had examined a sinus histologically from a patient who died from sinus septicoemia and infective endocarditis secondary to an unsuspected mural endophlebitis. There was no occluding thrombus; ini fact, the endophlebitis was quite localized, and had almost healed, after the organisxms had got into the blood-stream. As a rule, in early cases, he would give antistreptococcic serum only when the general symptoms persisted after the operation on the sinus. 
